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Application for|LicBiiseaanspe, OFE” Office Use/Onty,
Operate a Long-term CareFaeility | , e

Ch# st

IDENTIFICATION \ster Heaith Care. Grovp L-C |
name  dba Auwboun Health Cace,
Address 129 ’P&W I S%fc’ el

ciyicountyzp __Pubuern  Lvaan 422006
Telephone number 270544 . 4 \\h Yeghanies ebolstecsietries. com

Administrator S‘\’ﬂDh ante. Seenricks

Date facility operation began at current address 963

Date facility began operation under current owner /)74 I7d /q [ 00

TYPE BEDS No. bedé licensed ' No. beds requested
Skilled % G
Nursing Home - asY ' -
Nursing Facllity b ' lolp
-lntermediate Care : A RS
ICF/MR . 8. - S

| Fer’sonai Care & )

CONTROL - (check one in each column)

State “Broft

County Nonprofit
. City_l o - . -
CPrivate>

OWNEESHIP

Name and address of individual owner, pariners or corporation. If partnership, list

© pariners. v

: XL . :
Rolglerdethse Hoalih Qe Gwve |
Nancu ond Kobeck Rolster 101 Clay Cole R Elkden Ky 92920

Ma%h?"gna ond_William Jetfries 328 Gray ilawk Trarl~ Clarksville 7o
- | 37043

{OMERY

oy



if facility owned or leased by a corporation, complete the following:

Name of corporation N

Address of corporation Y [a

President or Chairman  Njg

Vice President Nfa
Secretary N /‘ﬁ
Treasurer Nfa

Attach a separate sheet listing the names and addresses of each person having at least
a twenty-five (25) percent ownership interest in the facility.

If owned by a corporation, attach a separate sheet listing the names and addresses of
each officer or director of the corporation.

If owned by a partnership, attach a separate sheet listing the names and addresses of
each partner. . '

 Name and address of parent corporation and/or management company, if appiicabie.

Parent o Management Company

N]a

| understand that any change in the application that affects my licensure status will be reported
to the Office of Inspector General and a new application wilt be completed at that time. 'agree
‘that this facility and all aspects of its operation shall be open at ail times to inspection and
survelllance by all state agency licensure personnel. | certify that the information given in
completing this application is accurate to the best of my knowledge ‘and recognize that
faisification of this application can result in denial or revocation of licensure.

Wb oh g \forieed _ Admiisteator  1/87/300

Signature of authorized representative - Title Date -

" Return Applicatibn andfeetor . - Office of lhspector General
: 275 East Main Street, 5E-A
. Frankfort, Kentucky 40621

0IG5
(10/2002)



25%  Robert Boister
25%  Nancy Bolster
25%  William Jeffries

25%  Kathryne Jeffries



